U rinary incontinence can affect 40% to 60% of people admitted to hospital after a stroke, with 25% still having problems on hospital discharge and Ϸ15% remaining incontinent at 1 year.
U rinary incontinence can affect 40% to 60% of people admitted to hospital after a stroke, with 25% still having problems on hospital discharge and Ϸ15% remaining incontinent at 1 year.
Objectives
The objective of the review was to determine the optimal methods for prevention and treatment of urinary incontinence after stroke in adults.
Search Strategy
We searched the Cochrane Incontinence and Stroke Groups specialized registers (searched December 15, 2004 and October 26, 2004, respectively) , CINAHL (January 1982 to November 2004), national and international trial databases for unpublished data, and the reference lists of relevant articles.
Selection Criteria
Randomized or quasi-randomized controlled trials evaluating the effects of interventions designed to promote continence in people after stroke.
Data Collection and Analysis
Data extraction and quality assessment were undertaken by 2 reviewers working independently. Disagreements were resolved by a third reviewer.
Main Results
Seven trials with a total of 399 participants were included in the review. Participants were from a mixture of settings, age groups, and phases of stroke recovery. No 2 trials addressed the same comparison.
Four trials tested an intervention against usual care, including acupuncture, timed voiding, and 2 types of specialist professional intervention. One crossover trial tested an intervention (estrogen) against placebo. One trial tested a specific intervention (oxybutynin) against another intervention (timed voiding), and 1 trial tested a combined intervention (sensorymotor biofeedback plus timed voiding) against a single component intervention (timed voiding alone).
Reported data were insufficient to evaluate acupuncture or timed voiding versus usual care, oxybutynin versus timed voiding, or sensory motor biofeedback plus timed voiding versus usual care. Evidence from a single small trial suggested that structured assessment and management of care in early rehabilitation may reduce the number of people with incontinence at hospital discharge (1 of 21 versus 10 of 13; relative risk [RR] , 0.06; 95% CI, 0.01 to 0.43) and have other benefits. Evidence from another trial suggested that assessment and management of care by continence nurse practitioners in a community setting may reduce the number of urinary symptoms (48 of 89 versus 38 of 54; RR, 0.77; 95% CI, 0.59 to 0.99) and increase satisfaction with care.
Reviewers' Conclusions
There was suggestive evidence that specialist professional input through structured assessment and management of care and specialist continence nursing may reduce urinary incontinence after stroke. Data from trials of other physical, behavioral, complementary, and anticholinergic drug interventions are insufficient to guide continence care of adults after stroke.
Implications for Practice
There is very little evidence from stroke-specific studies to guide practice. The lack of trials testing the same category of intervention means that recommendations for practice are based on the results of single, usually small, trials. Two trials provide some evidence to suggest that specialized professional input using systematic methods to assess and manage continence problems may improve some outcomes. The limited evidence suggests that the greatest impact on urinary incontinence may be in the acute phase of rehabilitation after stroke. However, specialist input and individualized care management may im-prove the number of symptoms of urinary incontinence even in the longer term.
Implications for Research
There is a need for larger trials, in particular of the use of individualized assessment and goal setting to tailor interventions to neurological and functional problems.
As well as the need for trials of methods to promote continence, methods of managing continuing urinary incontinence such as intermittent catheterization or the use of catheter valves are also needed.
There is a need for more well-designed studies. For example, further research should use standardized definitions and classification systems to record details of the type and severity of stroke and the type and severity of urinary incontinence. Specific details of structured assessment and intervention protocols need to be given, with standardization of treatment, measures of between groups contamination or differences, and tailoring of intervention to the early or later phases of rehabilitation. Outcome measures of urinary incontinence and of urinary symptoms should be standardized, with attention to their validity and reliability and the blinding of outcome assessment. The time periods for review should be standardized for the acute, early, and later phases of rehabilitation. Finally, sample size calculations and securely concealed randomization at either the cluster or individual patient level should be used appropriately and reported accordingly.
Note 
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